Out-patient Charity. Her labour was abnormal: placenta proevia, with transverse presentation. There was considerable ante-parturn haemorrhage. Internal version was effected, after the cord was pulseless and prolapsed: there was considerable post-partum haemorrhage as a result; the partially separated placenta was hurriedly detached. Haemorrhage continuing, the hand was inserted into the vagina with the object of carrying out bimanual compression, when the mass was discovered lying loose in the vagina. Unfortunately the placenta and membranes were not preserved, and though an immediate return was made to the house, the secundines had already been destroyed. The evidence of the tumour will, I think, convince observers that it had been attached to the placenta by a vascular pedicle, remains of which can be seen, and I would suggest the separation was brought about in the course of version and extraction of the faetus.
The tumouir consists of a dark red lobulated mass, deeply engorged with blood in the recent state. It is uniformly covered by a smooth, structureless membrane, with no trace of investing capsule. A large radicle of the umbilical cord (artery and vein) enters the tumour at what may be described as its hilum. At no spot on the surface can any trace of a " maternal" surface (comparable to that of a normal placenta) be detected, implying that the tumour had no direct connexion with the uterine wall. Its vascular supply appears to be derived solely from F-15 special umbilical vessels. There seems to be little doubt that whatever the character of the new growth, it certainly possesses one of the properties of new growth in that the tissue subserves no function and played no part in the vital processes of foetal and maternal vascular interchange.
As regards the rarity of this type of tumour, the usual experience of abnormal placental growths is generally limited to subamniotic (cystic) changes, vesicular mole, infarctions and a few abnormalities in size and shape of everyday occurrence. The nature of the tumour was not apparent till sections had been examined and the literature investigated.
Fortunately, in Kaufmann's " Lehrbuch der speziellen pathologische Anatomie," is found a full clue to the literature, under the heading of "Geschwiilste der Placenta." Pitha' is the best reference for anyone interested in the subject, for a complete bibliography concludes his monograph.
Rarity: Apparently ranging over many years of modern work, from V"lrchow to the present date, only about sixty-four of these cases have been recorded, and there is one significant fact to be noted, they are all in connexion with institutional or hospital practice. Many must have escaped detection in private practice, but a good number of my colleagues I found were, with me, quite unaware of this type of tumour.
Association: It has always been met with in connexion with a healthy, functioning placenta, associated in the majority of cases with a live, full-time child. This fact, I think, should eliminate any antecedent inflammatory etiology. It also establishes its slow rate of growth pari passu with the placenta. It has never occupied more than half the area of the placenta, and in the majority of cases a much more limited section than this.
Microscopic descriptions: Practically all the authors are in agreement that microscopic sections show a tumour composed of young embryonic connective tissue stroma, identical with that of early chorionic mesoblast; that scattered through the stroma are large capillary spaces lined by a single layer of endothelium, and that the surface is covered with epithelial cells identical with Langhan's layer. The tumour, however, shown here lacks all trace of such epithelial covering. I do not, however, think this absence of festal epiblast is sufficient to exclude it from the list of these aptly named "angeiochoriomata," as Dienst termed them. I Ann. de Gyn. et d'Obst., Par., 1906, iii, pp. 232, 269, 360. at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from
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Situation: As regards the situation of the tumour, it has been met with between the maternal and foetal surfaces of the placenta; it can be easily shelled out from its surrounding bed, since it in no way derives any of its circulation from contiguous placenta. Most of the authors have called attention to the special blood supply directed solely to the tumour by vessels' running direct to it from the cord, either as a velamentous or succenturiate supply. Some authors have regarded it as an abnormally developed cotyledon. It has actually been seen in connexion with a succenturiate lobule, while others, again, have recorded the presence of a pedicle containing attenuated vessels joining it to the main placenta.
Appearance and size: It is generally rounded, lobulated and bossed. Galabin, in 1885, described his specimen as the size of a human heart. The majority are much smaller, and though several of these tumours have been met with in one placenta a single tumour is the more common. One must single out Galabin's case, a description of which, with two reproductions of the microscope sections, will be found in the Obstetrical Society's Transactions, 1885.1 The description and microscope sections would aptly represent the present tumour, save that the foetal epiblast is shown in the reproductions. I have previously noted its absence in the present case. Galabin was led to describe his case as a fibro-sarcomatous tumour of the placenta, the fibrillated characteristics of the stroma being not then recognized as embryonic mesoblastic tissue.
Pigment granules have been detected scattered through the stroma and blood spaces of some of the specimens. Their presence has been held to throw light on the aetiology, as pointing to venous stasis. These pigment granules are not to be seen in the specimen exhibited. I am inclined to think that some of these pigment granules have been mistaken for the nucleated red cells naturally found in foetal blood, and well marked in this case.
CONCLUSION.
How are all these observations to be correlated with the view to arriving at a correct conception of this class of tumour? Are we investigating a case of abnormal development of a primary villus stem, or a primarily abnormal vascular supply of a limited area of the chorioni.e., an abnormally developed cotyledon ? Judging from the frequently recorded " direct " blood supply of these tumours, I am inclined to think that a very probable explanation lies in this latter direction. It is certainly well illustrated in this case. This fixes the incidence of the tumour at a very early foetal date, between the second and third week; establishes it as a tumour of very slow growth, innocent in character, and compatible with normal pregnancy. An elongation of this vascular pedicle of special umbilical cord vessels, or pressure on them, may produce venous stasis in the affected early villus stem, and a consequent abnormal production or proliferation of capillary endothelium. Several authors support this view. It has been suggested also that at the stage of vascularization of the chorion, an atypical vascular branching may take place and angeiomatous tissue develop.
It was hardly probable that previous endometrial changes (inflammatory or otherwise) could have escaped being cited as an aetiological factor: I think we can dismiss it at once. The limitation of this growth to a portion of the chorion, its occurrence in association with twins, its association with normal full-time labour, all render this explanation extremely improbable. Indeed the absence of any direct relation to the maternal wall shown in this case disproves it at once. I should be inclined to explain the atiology of this tumour in the following way: Between the second and third week of pregnancy some abnormal method of blood supply impaired the vascularity of a primitive cotyledon; venous congestion of the lobule ensued; venous stasis with abnormal conditions of intracapillary pressure set in and led to formation of angeiomatous tissue. Were it not for the frequently recorded abnormal blood supply and special vessels, I do not think it would be necessary to invoke circulatory obstruction as playing a prominent part in the Betiology, since capillary angeiomata are relatively common congenitally. One point I admit puzzles me in the present case: what has become of the foetal epiblast that originally must have invested this lobule ? It is impossible to conceive of foetal mesoblast proliferating without an epiblastic covering. I believe in this case there was an original investiture of epiblast, but since the lobule in no way functioned as vital placenta it has atrophied or has been shed and disappeared.
Dr. LoCKYER had only once had an opportunity of examining a specimen of placental new growth. It was sent to him by a colleague for investigation. The tumour was the size of a walnut. It appeared to have been pedunculated. On section it was a fibro-angioma. The gestation, labour and puerperium were quite normal, and the growth gave rise to no clinical symptoms whatever.
Dr. Lockyer congratulated Dr. Drummond Maxwell on having rescued a rare tumour from oblivion, and quite agreed with hiim as to its nature and the nomenclature chosen for its description.
